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discharge. 2) Postoperative chronic stage progress: The postoperative 
survival rate by Kaplan-Meyer was 91% for 2 years and 66% for 5 
years. Five patients (17%) died of recurrence, and 2 of those 5 patients 
died within one year. Three patients (10%) who died by other disease, 
and 2 patients who died due to unknown causes due to the fact that they 
were lost to the clinical follow-up.
Conclusions: Postoperative survival of an octogenarian with stage 1 
or stage 2 lung cancer was anticipated by the control of the underly-
ing disease before surgery. However, we should pay attention for the 
postoperative psychosomatic ageing progress. 
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Background: Stage I non-small cell lung cancer (NSCLC) includes 
stage IA (T1N0) and stage IB (T2N0), which classiﬁcation including 
tumors greater than 3.0 cm in greatest diameter. There are many reports 
on tumor size and survival for patients with T1 or T2 category NSCLC. 
The objective of this study was to evaluate the relationship between 
tumor size and survival in patients with stage I NSCLC.
Methods: There were 281 patients with stage I NSCLC by retrospec-
tive review of lung cancer database from January 1996 to December 
2005. All cases with peripheral tumors were completely resected with 
lymph nodes dissection. T2 factor deﬁned as greater than 3.0 cm in 
greatest diameter. The other T2 factors were excluded such as visceral 
pleura invasion, involving the mainstem bronchus but are greater than 
or equal to 2.0 cm distal from carina, and tumors that result in atelec-
tasis or lobar collapse radiographically. There were 192 men and 89 
women with median age of 66.9 ranging 42 to 84 years. Histologic type 
was adenocarcinoma in 178, squamous cell carcinoma in 78 (27.9%), 
and other histologic types in 24 (8.5%). Stage IA was in 164 and IB in 
117. We sub-classiﬁed by greatest diameter as ≤2.0 cm (n=81), 2.1-3.0 
cm (n=83), 3.1-5.0 cm (n=93), and >5.0 cm (n=24). Additionally, we 
also sub-classiﬁed by greatest diameter as ≤2.0 cm (n=81), 2.1-5.0 cm 
(n=176), and >5.0 cm (n=24). The survival curves were estimated by 
the Kaplan-Meier method, and the difference in survival was tested by 
the log-rank test.
Results: The 5-year survival rate was 79.6% for stage IA and 75.1% 
for stage IB, which was statistically signiﬁcant (p=0.0186). The 5-year 
survival rate for tumor size of ≤2.0 cm, 2.1-3.0 cm, 3.1-5.0 cm, and 
>5.0 cm was 89.7%, 71.8%, 78.6%, and 24%, respectively (0.0007). 
The 5-year survival rate for tumor size of ≤2.0 cm, 2.1-5.0 cm, and 
>5.0 cm was 89.7%, 75.9%, and 24%, respectively (0.0002).
Conclusions: Tumor size inﬂuenced survival for surgically resected 
patients with stage I NSCLC. Cases with tumor size greater than 5.0 cm 
showed signiﬁcantly poor prognosis. There is signiﬁcant heterogeneity 
in the T2N0 NSCLC.
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Background: The frequency of incomplete bronchial resection margins 
is small (range 1.2-5.4%). Whether incomplete microscopic resection 
margins is relevant or not is matter of debate. Since the routine proce-
dure is to achieve local cure with frozen examination of the bronchial 
resection margin, and if necessary perform additional surgery the ques-
tion rises whether this inﬂuences the prognosis of these patients. 
Methods: In a retrospective multicenter case control study patients 
who received a surgical treatment for primary pulmonary carcinoma 
before December 31, 2001 were selected and divided into three groups 
based on the following criteria: patients with a tumor positive bronchial 
resection margin at intra-operative frozen section procedure (VC+); 
patients with tumor negative frozen section analysis (VC-) and cases 
where no intra-operative bronchial resection margin analysis was per-
formed (noVC). The cases for VC- and noVC were matched for prior 
date of operation to a case in group VC+. 
Results: The total number of cases was for VC+, VC- and noVC group 
31, 31 and 25, respectively. Age and gender was not different between 
these groups. Age of men (n=72, 64 ± 8 yrs) and women (n=15, 60 ± 9 
yrs) was not signiﬁcantly different, p=0.10.
The initial tumor positive frozen section margin was due to direct 
tumor invasion (n=15), combined direct tumor invasion and carci-
noma in situ (n=6), carcinoma in situ alone (n=6), lymfangitic spread 
peribronchial (n=3), lymfangitic spread mucosal (n=1), perineural 
growth (n=3). More patients died of disease when the combined direct 
tumor invasion and carcinoma in situ was present in the intial frozen 
section compared to only direct tumor invasion or only carcinoma in 
situ (p=0.48).
The distance from the tumor to the presumed resection margin was 
signiﬁcantly shorter for VC+ then in noVC on CT scan (p=0.01), X-ray 
(p<0.01) and on information obtained during bronchoscopy.(p=0.04). 
Distance between VC+ and VC- was not different. Within the VC+ and 
within the noVC group the distance estimation was slightly shorter for 
the bronchoscopy compared to the CT and X-ray group. Additional 
surgical resection in the VC+ lead to free surgical resection margins in 
most cases.
The mean follow-up was 3.7 years (range 0-12 years). In each group 
approximately 40% survived more than 5 years. Survival chance was 
not different between VC+, VC- and noVC, (p= 0.21). 
Conclusion: Patients with initial intraoperative positive resection mar-
gins and after extension free resection margins have a similar survival 
chance compared to those with initial tumor free resection margins or 
those with tumors at wider distance from resection margin.
